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STATE: MASSACHUSETTS

Standards for Optional State Supplementary

INCOME DISREGARD

PAYMENT CATEGORY ADMINISTERED BY INCOMI: LEVEL
(1 (2) (3) 4) (5)
Reasonable Federal State Gross Net
Classification
AGED INDIVIDUAL INDIVIDUAL COUPLE INDIVIDUAL COUPLE DISREGARD
Full Cost of Living Expenses 530.00 128.82 1402.64 2080.44 658.82 99772 First $20 uncarned income®
First $05 earned income and %2
remaining carned income
Shared Living Expenses 530.00 39.20 1223.52 2080.44 569.26 997.72
Household of Another 353.34 104.36 1000.40 1577.96 457.70 746.48
Rest Home 530.00 293.00 1731.00 | e 82300 | e
Nursing Facility 30.00 35.00 215.00 345.00 65.00 130.00
Assisted Living 530.00 454.00 2053.00 3039.00 984.00 1477.00
DISABLED INDIVIDUAL INDIVIDUAL COUPLE INDIVIDUAL COUPLE
Full Cost of Living Expenses 530.00 11439 137378 2037 12 044.39 976.06
Shared Living Expenses 530.00 30.40 1205.80 2037 12 560.40 976.06
Houschold of Another 353.34 87.58 966.84 1534.72 440.92 724.86
Rest Home 530.00 293.00 173100 | e 823.00 | e
Nursing Facility 30.00 35.00 215.00 345.00 65.00 130.00
Assisted Living 530.00 454.00 2053.00 3039.00 984.00 1477.00
BLIND INDIVIDUAL INDIVIDUAL COUPLE INDIVIDUAL COUPLE
Full Cost of Living Expenses 530.00 149.74 1444 48 2803.96 679.74 1359.48
Shared Living Expenses 530.00 149.74 1444.48 2803.96 679.74 1359.48
Household of Another 353.34 326.40 1444 48 2803.96 679.74 1359.48
Rest Home 530.00 149.74 134448 | e 67974 | e
Nursing Facility 30.00 35.00 215.00 345.00 65.00 130.00
Assisted Living 530.00 454.00 2053.00 3039.00 984.00 1477.00

* If no unearned income. or less than $20.00 this is deducted from earned income.

For Title XIX purposes, the limit is subject to the 300% cap. or $ 1590.

TN No.  01-003
Supersedes TN No. 00-003

Approval Da[cws‘a/

Effective Date: 01/01/01




